oil (liquid paraffin) since 1942 [7] ; its disadvantages far outweigh any expected benefits. The use of enemas has not been found desirable or necessary. For the rare cases of fecal impaction occurring about the seventh to tenth post-operative day, rectal instillation of a segmental catharsis has been found satisfactory [8] .
Wound healing.-In my experience, Triburon with hydrocortisone, a new microbicide chemically unrelated to antibiotics, sulfonamides and nitrofurans, has proved a valuable topical agent in all stages of wound healing.
Retarded wound healing is usually secondary to poor drainage, infection, sinus formation, or infected crypts (not removed at the time of surgery), proctitis, or anal spasm, especially spasm of the internal sphincter. Diodoquin is used in cases of delayed healing when amebiasis is suspected, and when there appears to be adequate drainage and no local infection in the surgical wounds. Trypsin, a proteolytic enzyme, has been helpful in stimulating the healing of sluggish wounds. Physical therapy.-Physical therapy reduces, or replaces, the need for drug therapy to relieve pain in many cases, and has none of the disadvantages of opiates, analgesics, or ataraxics. Physical therapy includes frequent irrigations with warm water from a shower or hand-spray, for periods of at least ten minutes, and applications of radiant heat from an infra-red source for thirty minutes three times daily. Sitz baths are given after each bowel movement and three times daily or as desired, using a temperature of 1I0°F., for periods of five to ten minutes. Drug therapy for pain.-Hypodermic demerol is prescribed in a dosage varying from 75 to 100 mg., for severe post-operative pain, and may be repeated at four-hour intervals as required. For less severe pain, dextro propoxyphene and acetyl-salicylic acid compound is used, two capsules every four hours as required.
Promazine hydrochloride is administered three times a day until the patient is entirely free of pain and nerve tension.
PROCTOLOGISTS agree that abscesses adjacent to the anorectum occur frequently and that the majority result from anal crypt infection. However, there are other sources of infection, and the origin must be discovered to effect a cure. Timely and adequate drainage of the abscess plus eradication of its source is the accepted treatment.
The treatment of fistulas at the anorectum or other sites does not fall within the scope of this paper.
Numerous reports of the successful clinical use of enzymatic preparations suggested that such drugs might hasten the recovery of patients treated for anorectal abscesses and acute inflammation involving hemorrhoids. Accordingly two drugs were employed as adjuncts to the usual therapeutic measures including surgery. This paper reports the results obtained by using Varidase and Chymar in the treatment of 25 patients after incision and drainage of anorectal abscesses, following hemorrhoidectomy or in conjunction with conservative treatment of prolapsed, thrombosed hemorrhoids. Varidase (streptokinase-streptodornase) was used in the form of buccal tablets, and Chymar (chymotrypsin) was given intramuscularly. Each patient received but one of these preparations.
Sources of Anorectal Infection
Staphylococci, streptococci, and colon bacilli are the organisms most frequently found in anorectal abscesses. Occasionally Pseudomonas aeruginosa (B. pyocyaneus), Bacillus proteus or Mycobacterium tuberculosis are the offenders. At least one perianal abscess has been reported where culture of evacuated pus showed Salmonella oranienburg, Escherichia coli and Streptococcus fecalis [1] . Proceedings of the RoQ crypts [2] [3] [4] [5] [6] . In his report of 1949 Courtney described how deeply such anorectal abscesses are prone to spread [7] .
In seeking other causes it should not be forgotten that a lowered resistance to infection associated with chronic debilitating states, inflammation within the abdomen, pelvis or adjacent structures, and external trauma by blunt or perforating objects may be followed by infection and suppuration. Similarly, abscess formation may occur after internal injury by a foreign body, instrumentation, passage of scybalous or of frequent, loose stools, and after injudicious treatment of internal hemorrhoids by injection or fulguration.
On occasion, the cause of the infection has been found to be pulmonary tuberculosis, regional ileitis, chronic ulcerative colitis or lymphogranuloma venereum. Physical examination in some instances will disclose coexistent pregnancy, acute inflammation or malignancy, any of which may contraindicate immediate treatment, except for drainage of the abscess with bacteriologic study and tissue diagnosis.
The early symptoms of anorectal abscess, a dull ache or pressure sensation followed by painful swelling, are rarely absent. However, in the series now reported one patient developed a large, perianal, fluctuant swelling without pain. Another, suffering from a submucous abscess of the rectum, had severe, low backache and high temperature elevation without other complaints. Subjective symptoms generally increase as the inflammatory process progresses. The intensity of pain may be misleading, often having no relation to the size of the abscess, but it may be so severe as to require anesthesia before proctologic examination can be done.
Two cases in this series and one reported by the Mayo Clinic illustrate the importance of a meticulous physical examination in making the correct diagnosis.
The first patient developed anterior to the anal orifice a large, fluctuant swelling which had existed without pain for one month while gradually increasing in size. After this period of time and with the onset of pain, relief was sought. Examination revealed no connection with the anorectum. A meticulous physical examination was otherwise negative. At the time of surgery the condition proved to be an infected sebaceous cyst.
The second case presented as a uterine fibroid simulating an anorectal abscess associated with endometrosis and congenital renal deformities.
The case reported in 1956 by the Mayo Clinic [8] concerned a patient with a congenital yal Society of Medicine arteriovenous fistula involving both ischiorectal fosse. The patient was referred to the Clinic after five surgical attempts at drainage by as many different surgeons during the previous five years had failed to eradicate a painful, pulsating, perianal mass. The first attempt at drainage resulted in severe hemorrhage. Tissue removed prior to entering the Clinic was said to be characteristic of a capillary hemangioma. At the Mayo Clinic the lesion was excised from below after bilateral transperitoneal ligation of both internal iliac vessels.
Treatment
The treatment of anorectal abscess is immediate incision and drainage, which gives prompt relief and prevents spread of infection. Similar treatment is also preferred for early abscesses before suppuration can be demonstrated. It is an error to encourage the abscess to "point" by the use of medication and local heat. Surgery in the early stages is the correct treatment and shortens the period of morbidity by three to seven days. Localized abscess resulting from perianal dermatosis should likewise be incised and drained without delay. The associated skin condition is also treated.
The successful use of antibiotics to abort abscess formation has been reported. Such reports are viewed with skepticism, except when localized skin infections exist without connexion to the anal duct and gland system. The authors are not aware of any patient with a painful anorectal abscess who derived permanent relief from pain or achieved spontaneous resolution of the abscess from antibiotic treatment. It is admitted that temporary ease may be obtained by using antibiotic preparations and local heat. Such treatment promotes a false sense of security, since the abscess progresses and the illness is prolonged. Doubtless the failure of antibiotics to alleviate pain permanently has convinced many a patient to accept operation.
Clinical Experience with Enzymatic Preparations
Our interest in enzymatic preparations was aroused after extensive reports of their successful use by investigators in other fields of surgery. Patients suffering from acute inflammations, cellulitis and especially pelvic abscesses are said to have benefited [10]. This information led us to try Varidase and Chymar during 1958, in treating private patients with anorectal abscesses and acute inflammatory conditions involving hemorrhoids.
Varidase (streptokinase-streptodornase) is a concentrated combination of enzymes produced by a strain of streptococcus. Streptokinase at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from activates a fibrinolytic enzyme in human serum which acts on a substrate of fibrin or fibrinogen. Applied locally or topically, the enzyme brings about a dissolution of blood clots and the fibrinous portion of exudates. Streptodornase liquefies the viscous nucleoprotein of dead cells or pus but has no effect 'on living cells. When Varidase is employed intramuscularly only streptokinase is active in producing the antiinflammatory effect. Varidase can be administered buccally to produce the same antiinflammatory action as the enzyme given parenterally [9] .
Chymar is a suspension of chymotrypsin in sesame oil and is a proteolytic enzyme extracted from mammalian pancreas. Chymotrypsin acts by increasing the anti-inflammatory titer of the blood. The anti-inflammatory activity of the proteolytic enzymes is indirect and may be mediated by an alteration in other enzyme systems of the body. Each cubic centimeter contains five thousand units of proteolytic activity.
For this study 25 patients with anorectal inflammatory and thrombotic lesions were selected. They were otherwise in good physical condition. This standard seemed to make valid the conclusions gained by using the same medical management in all cases. Anorectal abscesses had developed in 15 of these patients 8 of whom also had acute inflammatory swelling of the external hemorrhoids. 8 other patients presented with prolapsing internal and thrombosed, edematous, external hemorrhoids. 3 of these refused surgery and were, therefore, treated conservatively. The 2 remaining patients included in the study had open operative procedures for infected pilonidal cysts and subsequently continued to manifest severe inflammatory reactions around the operative wounds.
All 15 with anoreotal abscesses were treated by immediate incision and drainage, 8 of them being hospitalized because of acutely inflamed adjacent tissue. The other 7 were incised in the office, using local anesthesia. After incision and drainage the 8 hospital patients received hot applications to the parts involved either in the form of sitz baths or compresses three times daily. The 7 recovering at home after surgery done in the office were advised to take sitz baths three times daily. The 2 patients with severe inflammation around the pilonidal wounds were also treated at home with sitz baths daily.
Of the 8 patients suffering from prolapsed, edematous hemorrhoids, 5 were operated within twenty-four hours after first being seen. The remaining 3, who requested conservative treatment, received bed rest at home, analgesics for pain, and hot applications four or five times daily.
In the hospital 8 patients with abscesses and associated edematous hemorrhoids received 1 c.c. of Chymar intramuscularly daily for four days. All patients went home on the fourth postoperative day. No difference was noted in the recovery time of these patients compared with the recovery time of patients having similar illnesses and similar treatment, except for the use of enzymatic drugs.
As in the case of hospital patients, the 7 patients who had anorectal abscesses incised in the office received 1 c.c. of Chymar intramuscularly daily for four days. The 3 patients who declined surgery received 1 c.c. of Chymar intramuscularly daily, for seven days. These 3 showed little improvement until the third day. Then gradual improvement began, similar to that which results simply from bed rest and local hot applications without the use of enzymatic preparations.
The two post-operative patients having acute inflammation associated with the pilonidal wounds took one buccal tablet of Varidase four times daily for seven days. Each tablet contained 10,000 units of streptokinase and at least 2,500 units of streptodornase. In one of these cases improvement was seen after one week. The other patient showed no improvement and was given 250 mg. of tetracycline (Terramycin) orally four times daily. Marked improvement occurred within two days, after which Terramycin and sitz baths were discontinued. This was the only patient to receive antibiotic medication.
